THE patient, a boy aged 5 years, was admitted into the Queen's Hospital on October 2, 1917. He had just been discharged from the surgical wards after an operation for inguinal hernia. He complained of cough and difficulty of breathing, only noticed since his discharge. His temperature varied between 1010 and 102°F., pulse from 130 to 160, and breathing 40 to 60 a minute. He had orthopnoea and much dyspnoea on any movement. The whole of the left side of the chest, front and back, was dull, especially below, the movement very limited and the breath sounds very weak and harsh. There was some egophony at the angle of the scapula. The heart was displaced to the right, its deep dullness reaching to halfway between the right steriial edge and the right nipple. On the second rib, close to its junction with the cartilage, was a small raised lump the size of half a walnut, immobile and elastic, but not fluctuating. The chest was explored and blood-stained fluid withdrawn; later 4 oz. of blood-stained fluid were removed. Microscopically this fluid consisted almost entirely of blood and no other cells could be distinguished and no organisms were found. A day or two later a large heemorrhagic swelling appeared over the sternum, which soon disappeared. The child developed a severe paroxysmal cough, and gradually the dullness over the left lung extended across the sternum to the right and the displacement of the heart became much more marked. Wasting now became pronounced. In December he began to suffer from occasional attacks of dyspncea with cyanosis, relieved by oxygen. These became more frequent and he died on December 14, ten weeks after his admission.
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At the necropsy the whole of the left lung was a mass of soft, pliable, haemorrhagic growth, very firmly adherent to the chest wall, diaphragm and pericardium; hardly any lung tissue remained. This growth extended well beyond the right edge of the sternum, compressing and causing collapse of the right lung, which was otherwise normal except for the presence of two small nodules of growth in the lower lobe. The glands at the bifurcation of the trachea were not enlarged; the bronchial glands were involved in the mass of the growth. Heart and pericardium normal, but displaced so as to lie on the right of the ME-2a sternum. The nodule on the rib was about the size of a plum and was continuous with the intrathoracic growth. All the other organs were normal.
The microscopical appearance was that of a small round-celled sarcoma.
A case alinost identical with the above was shown before the Society for the Study of Disease in Children by Dr. Langmead in 1906, who stated that since 1860 there had been only one previous post-mortem on such a case at the Great Ormond Street Hospital. The signs, as in Dr. Langmead's case, were most suggestive of pleural effusion, and curiously enough a tumour on the second rib was present in both cases.
For the post-mortem notes of the case I am indebted to Miss Stogden, the pathologist. quiet and " has not much to say." Was brought to me because she was thought to have "a growth at the back of the nose." The symptoms of cretinism were not marked, but the skin was dry and the eyelids were a little puffy. The eyebrows were poorly developed. A skiagram of the wrist (see fig., p. 21) shows the epiphyses have reached the stage of development of a normal child of less than 3 years. The os magnum and the unciform have begun to ossify, but the centre for the pyramidal and the proximal epiphysis of the first and the distal epiphyses of the other four metacarpal bones, all of which should have appeared by the third year, are absent.
Cases of
Case II: Almost untreated Cretinism in a Girl, aged 28 years.-G. M. H., 4 ft. high. She is said still to be growing. The epiphyses, however, appear all to have united. She is said not to have grown at all till the age of 7 years when for two years she was treated from time to time. During these two years "teeth were cut," and 'she became able to walk with difficulty. Since then there has been no treatment. She shows most of the features of cretinism. The skin is harsh and dry, and there is infiltration of the subcutaneous tissue, especially of face and hands. Menstruation is said to be normal. She can speak a few words. She still plays with dolls.
I meant to bring more of these cases, but at the last I could -not find those I wanted. The patient who best illustrates my point shows a
